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LETTERS TO THE EDITOR 
Regarding "Impact of secondary procedures in 
autogenous fistula maturation and maintenance" 
I thank Drs Berman and Gentile tor reporung their experience 
on the "Impact of secondary procedures in autogenous fistula 
maturation and maintenance.,,1 However, I find it surprising that 
the authors did not discuss any alternative to their conventional 
all-surgical approach. It is even more surpri,ing that these surgical 
authors appropriately ruscussed how diagnostic angiography of 
immature fistulas should be performed. 
r agree with them that the vein itself should not be cannu-
lated and that the arterial route is the be~t way to evaluate an 
immature fiHula fTom the subclavian artery to the superior vena 
eava I have confirmed that an underlYlllg cause is routinely 
detected using this approach.2 The less invasive brachial artery 
route is, however, easier to deal with than the femoral route that 
requires a few hours of bed rest before discharge of the,e 
outpatients. 
I note the author; did not provide primary patency rates 
after surgical reviSIOn of their faillllg fistulas, which renders 
comparimn with any other approach difficult. They only re-
ported that "The a;sisted primary patency for the 14 cases fOf 
whom ;econdary mterventions were performed ... was 93% at 
12 months."l Because they had honestly previously mentioned 
that "during follow-up, 18 autogenous fi,tulas were either 
thrombosed or deemed unsalvageable ... ,"1 it would appear 
that in 18 of theIr 32 cases of failing and failed fistulas (56%) 
they were unable to save the fistula, which translates into an 
initIal success rate of less than 44%. Three articles published 
before their; report much better initial succes; rates tOr percu-
taneous endovascular procedures, ranging from 76% to 94% for 
thrombosed fistulas 3 ,4 and over 95% for failing fistulas,S with no 
contraindication except existence afloeal infection. 
Although the primary patency rates .1re not very good, these 
approaches resurrect many fistulas considered unsalvageable with 
surgical techniques. Dilations or declotting& can easily be repeated, 
giving excellent secondary patency rates, making it possible to 
preserve access sites for future fistulas. 
Similarly, when the authors wrote that "There is no argument 
that a functional Brescia-Cimino type fi~tula provides the best 
access for patient~ ... ,"'1 they overlooked the strategic and ana-
tomic constramts. Although it is frequently still possible to create 
an upper arm fistula or a prosthetic graft m the same arm once a 
forearm fistula cannot be saved (surgically or radiologically), it is 
rarely pos,ible to create a forearm fistula once an upper arm fi~tula 
or a graft cannot be saved. 
Finally, a 15.4% (28 X 55/100) rate of creation offorearm 
fistulas is low but may be expJained by the authors' debatable 
view. "In general, a vein was considered useable ifit was 3 mm 
or larger at exploration."l If veins smaller than 3 mm were 
inappropriate for fistula creation, it would not be possible to 
create such fistulas m children. yet they are routinely performed, 
although, according to Bourquelot et al6 and Bagolan et al,7 
microsurgery IS mandatory in such cases. Given that secondary 
endovascular procedures can then help fistulas to mature,2 it 
might be better 1J1 the long term if smaller or even slightly 
stenosed veins were used. In my view, the goal of placement of 
forearm native fistulas is not so much to reduce the number of 
subsequent interventions as to preserve future access sites in 
patients with a reasonable life expectancy. 
A multimodel approach is key to optimal management of 
hemodialy;is acces~ these days. It appears therefore either outdated 
or provocative that the authors have ignored endovascular ap-
proaches to failed or failing fistulas in 2002. 
Lue Turmel-Rodngues, MD 
Clinique Saint-Gatien 
Tours, France 
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Reply 
We th,mk Dr Rodrigues for his comments regardll1g endo-
va;cular intervention for failing autogenous fistulas. A funda-
mental flaw in any comparison of arteriovenous access between 
the United States and Europe IS the different patit'nt popula-
tions. The recently publi&hed Dialysis Outcomes and Practice 
Patterns Study highlights the large difference in utilization of 
native fistulas compared with prosthetic grafts between the 
United States and Europe. 1 The DialYSIS Outcomes Quahty 
Initiative has motivated specialists in the United States to 
increase autogenous fistula creation? A consequence of in-
creased native fistula creation will be more opportunity to 
salvage failed or failing native accesses. 
In our own review of trying to salvage native fistulas, we 
specifically did not attempt to resurrect clotted fistulas. 3 ThIS 
approach wa; chosen in concert with our ll1terventlOnai radiol-
ogists who shared the impression that thrombectomy, whether 
open &urgical or percutaneous, of a thrombosed native fistula 
was not muaUy fruitful. A~ Dr Rodrigues suggests, this view may 
be inappropriatelv hiased, but it had been the e1l:perience of our 
group and others that thrombectomy of thrombosed native 
fistulas usually revealed a diffusely narrowed and thickened vem 
that required extensive revision to achieve a reasonable patencv. 
Since thrombosed native fistulas were not included in our 
treatment group, it IS not appropriate to include them Ln our 
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